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1 000| INITIAL COMMENTS , 1000

A licensure survéy was conducted from October
8, 2007 through Octgber 10, 2007. The survey
was initiated using the fundamental survey
process. A random sample of three residents was
selected from a resident population of six rmales:
with various disabilities. The survey findings were
based on observaticns in the group home,
interviews with residents, residential, nursing and
administrative staff. |Review of records, including

1090
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a. Inspection on O
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fencing that has jag

b. Ih'spection of the
oven door handle.

investigations of unusual incidents was also .
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3504.1

a. The driveway gate and fencing will be repaired or
replaced by...11-15-0"".

The oven door handle will be replaced by...11-}-
07.
The facility manager conducts routine weekly
environmental inspections to i dentify such issues and report
them for timety repair... 11-1+)7.
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I 206 3509.6 PERSONNEL POLICIES ' 1208

annually thereafter, shall provide a physician' s
certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
duties.

Each employee, pricg:o employment and

This Statute is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure that all staff had current health
certificates on file.

The finding includes? o 3509.6

Review of personnel records on October 9, 2007 MTS tracks personnel file information and routinely

at approximately 7:25 PM revealed no - . informs staff and oling .

: mi [13851 H
documented evidenge of current health be updated. Both the P‘?la‘r’l;";; :;éﬁgi')s IVZth;n ltetr’ns need to
certificates for the Psychologist and Physical - notified about their health cert:ficates fnd w?[‘}’c gen. |
Therapist consultants. In an interview with the updated health certificates by...11-1-07 seomt

House Manager on October 10, 2007 at
approximately 1:10AM it was acknowledged that
the health certifications were not available during
the survey. :

1227 3510.5(d) STAFF TRAINING : 1227

Each training progrdm shall include, but not'be
limited to, the follow)ng:

{c) Infection control for staff and residents;

This Statute is not met as evidenced by:

Based on chservation, staff interview and record
review, the facility failed to effectively train staff to
implement emergerjcy measures for six of six
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1227 Continued From page 2 1227

clients in the facility. (Clients #1, #2, #3, #4, #5
and #6 )

The finding includes

Interview with the Qualified Mental Retardation 35105(d)

Professional (QMRR) on October 9, 2007 at L MTS will insure that the two rurses cited are CPR certified
approximately 6:50 PM revealed that all nursing by...11-30-07.

staff were trained in CPR. Record review on And will add this consideratio 1 to its personnel training
October 9, 2007 at gpproximately 6:52 PM : format...11-1-07.

' revealed that two out of four nursing staff did not
have current CPR certifications. There was no
documented evidenge that all nursing staff had
CPR training and current CPR certifications.

1379 3519.10 EMERGENCIES 1379

In addition to the reporting requirement in 3519.5,
each GHMRP shall potify the Department of
Health, Health Facilities Division of any other
unusuai incident or event which substantially
interferes with a resident ' s health, welfare, Tiving
arrangement, well bging or in any other way
places the resident at risk. Such notification shall
be made by telephope immediately and shall-be
followed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:
Based on interview and record review the facility -
failed to ensure that the Department of Heaith
(DGH) was notified pf any unusual incident which
substantially interferes with a resident's health for
one of three residents in the sample. (Resident
#3)

The findings include:

Health Regulation Administration
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1379

1350

Continued From page 3

1. Review of an incident report dated May 16,
2007 on October 9, 2007 at epproximately .
1:30PM indicated that Resideznt #3 was taken to
an emergency room by the group home staff after
complaining of a swdllen left ankle at his day
program. Review of the emergency room
discharge summary gated May 16, 2007 on .
October 9, 2007 at approximately 1:35PM
revealed that Resident #3 had sustained a closed

forwarded to the DOH. The DOH received
notification of this ingident on May 21, 2007, three
business days later. :

2. Review of an incident report dated June 14,
2007 on October 9, 2007 at approximately -
1:40PM indicated that Resident #3 was taken to
an emergency room(by ambulance after -
complaining of chest pain at his day pragram.
Review of the hospital discharge summary dated
June 18, 2007 on Oc¢tober 9, 2007 at
approximately 1:45PM revealzd that Resndent #3
was diagnosad with savere constipation related to
intestinal ileus. Inte
on October 9, 2007 at approximately 1:45PM
revealed that this unusual incident was forwarded
to the DOH. The DQOH received notification of thls
lnmdent on June 16,/2007.

3520.1 PROFESSION SERVICES: GENERAL
PROVISIONS

Each resident of a GHMRP, regardless of his or
her age or degree of disability, shall receive the
professional services requirec to meet his or her
needs as identified ip his or her individual

| habilitation plan in agcordance with the current "

Outcome Performance Measures " from the "

379 '
3519.10

The IMC did not receive the tvo incident reports cited
within the first 24 hours after tae incidents occurred and
therefore did not and could not turn them around for DOH
within 24 hours. The residentiid director will insure that
staff in this home is re-trained on insuring that incident
reports arc submitted to the IM = within 24 hours of the
event’s occurrence...11-15-07.

390
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: Council on Quality and Leadership in Support for
People With Disabilities " (Council) and to the
extent of funds appropriated for purposes of D.C.
Law 2-137, as amended.

This Statute Is not met as evidenced by:

: Based on observation, interview and recerd
review, the GHMRP failed to ensure professionat
services included both diagnosis, evajuation, i
treatment and services desicined to prevent
i deterioration or further loss of function for three of
| the three residents in the sample. (Residents #1,

#2 and #3). i

The findings include:

1. Interview and record review on October 9,
| 2007 at approximately 2:15 PM revealed that on
t October 1, 2007, the Qualified Mental Retardation
! Professional (QMRP) requested Medicaid Waiver
| Services for an annual speech assessment for
Resident #1. Review of Resident #1's court
documents dated January 6, 2006 on Qctober 9,
i 2007, at approximately 2:20 PM , revealed a
| court recommendation that Resident #1 receive a
- Speech Assessment to deveiop formal language
and writing programs to assist the resident with
career goals. There was no dacumented
evidence that Resident #1 was provided a speech
assessment as recommended.

i 2. Interview and record review on October 3,

| 2007 at approximately 2:30 PM revealed that on
. October 1, 2007, the QMRP requested Medicaid
- Waiver Servicas for annual speech assessments
. for Resident #2 and Resident #3. There was no ' !
i documented evidence that Resident #2 and

| Resident #3 were provided speech assessments
i as recommended,

i
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1390 | Continued From page 5 Lo 1390
3. Review of Residerit #2's medical assessment 35201
dated Ifebmary 2007 on October 10, 2007 ,at. Residents #1, #2 and #3 wi'l have speech assessments
approximately 2:00PM revealad that the Primary completed by....11-20-07.
Care Physician (PCF) recom mended that The QMRP will follow up 10 insure these asscssments are
Resident #2 have a ghest x-ray for evaluation of _ successfully completed.
his cough. Interviewiwith the Registered Nurse , The QMRP will systematically track all ISP assessment
on October 10, 2007 at approximately 2:10PM : recommendations accepted by the team to insure they are
revealed that Resident #2 had a chest x-ray - . implemented as prescribed....11-1-07.
performed for evaluation of his cough, however ) . . :
she acknowledged that the results of the chest MTS will obtain a copy of -esident #2°s chest x-ray by 11-
x-ray was not In the resident's, records, There was 7B-|(1)t7\'vcre told verbally ther:: was no active disease
no docum.ented evidence that Resident #2 had a MTS will insare via trackit g by nursing that consultation
chest x-ray performed as recommended by the results are obtained, reviewed and acted upon in a timely
PCP. : manner... 11-1-07.
1500/ 3523.1 RESIDENT'S RIGHTS _' 1 500
Each GHMRP residegnce director shall ensure.
that the rights of residents are: observed and _
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.
This Statute is not met as evidenced by:
Based on observatian, interview and record .
verification, the facility failed to ensure the right of
each client or their lggal guardian to be informed
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and the right to refuse treatment for
one of three Residents included in the sample.
(Resident #2 )
The finding includes
Observation of the gvening medication
administration on Ogtober 9, 2007 at :
approximately 7:20 PM, revezled Resident #2
received Risperdal 2mg every evening by mouth,
Health Requlation Administration )
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1500 | Continued From page 6 1500 3523.1
Dlgzepam 5 mg twice a day, Depakote 1009 _'mg MTS is in the process of following up with the DDS case
twice a day by mouth and Keppra 75 mg twice a manager for resident #2 to insure that he has a decision
.day by mouth. Interview with the Licensed making support person (guardi ) to help with decisions
Practical Nurse (LPN) and review of the like the one described. A puardian will be obtained by...11-
physician's orders ddted September 1, 2007 :on 30-07.
October 9, 2007 at approximately 7:20 PM ' Onge the guardian is in place, the drug regimen and BSP
revealed that the metications were prescﬁbed for will bc reviewed with t'he gu&}rtlifm and resident #2 to insure
behavior management and seizure management. ) that informed consent is obtained...12-15-07.
Further interview with the LPN revealed that the |
medications were ingorporated into Resident #2's
Behavior Support Plan (BSP) dated March 15,
2007 to address maladaptive: behaviors of
physical aggression,|verbal aggression, property
destruction and loud|vocalizations. Review of
Resident #2's psychology assessment dated May
1, 2007, on October (10, 2007 at approximately
12:15 PM revealed that the resident does not
evidence the capacity to make competent
independent decisions. There was no
documented evidenge that the facility informed
Resident #2 of the health benefits and risks of
treatment associated with the use of his
medications and corresponding BSP.
Additionally, the facifity failed to provide evidence
that substituted congent had been obtained from
a legally recognized|individual or entity.
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